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This  review  examines  performance  of  the  health  sector  in  2008,  the  second  year  of  the  Five  Year 
Programme of Work III (2007‐11). 
  
The  sector‐wide  indicators  show  gains  in  a  number  of  important  areas  of  health  service  delivery. 
Outpatient visits to health facilities in the public sector went up by more than 10%, mainly due to the 
health  insurance.  There  was  also  an  11%  increase  in  number  of  deliveries  assisted  by  skilled 
personnel.  The  vaccination  coverage  remained  high,  as  did  the  coverage  of  antenatal  care. 
Programmes  for  prevention  of mother‐to‐child  transmission  of  HIV  and  provision  of  antiretroviral 
therapy to HIV patients reached many more people. The tuberculosis programme achieved a higher 
success  rate.  There was  a  dramatic  fall  in  guinea worm  cases.  On  the  other  hand,  the  number  of 
admissions to health facilities decreased; the coverage of family planning went down; the nutrition 









channel,  while  the  Government  of  Ghana  core  subsidy  is  now  plateau‐ing.  Development  Partners 
who funded the Health Fund in the past have shifted to Sector Budget Support, which is now subject 




The  theme  of  this  review  –  ‘Pulling  together,  achieving more’  –  reflects  the  finding  of  the  review 
team: while there has been progress in many areas in 2008 and some very promising new initiatives, 
the  fragmentation  in  the  sector  as  a  whole  is  increasing.  This  leads  to  higher  transaction  and 
opportunity costs and means that the value for money is less than could be expected. Ghana is one 
of  the  leading  countries  in  Africa  in  per  capita  expenditure  on  health,  but  not  leading  in  health 




The  review  focuses  on  four  main  areas  –  service  delivery;  human  resources;  public  finance 
management;  and  the  National  Health  Insurance  Scheme  (NHIS).  In  most  of  these  areas,  policy 
documents,  strategies  and  programmes  of  work  are  in  place.  However,  the  connection  between 
intentions and practice  is not always made. On the ground, some of  the basic  issues are not being 
addressed.  In  service  delivery,  to  give  one  example,  maternal  health  was  declared  a  national 
emergency in 2008. A task team were established, stakeholders’ consultations held, and innovations 







assisting or complicating  the  lives of  those who have  to deliver core services. At present, although 
there  have  been  improvements  in  the way  that  the  Programme  of Work  2008  is  structured, with 
clear agency objectives and deliverables, there is a mismatch between plans and budgets on the one 
hand  and  disbursements  and  financial  reporting  on  the  other.  Government  resources  are  not 
delivered  in a timely way to regions and districts. Plans are produced as short‐term projects, often 
reflecting donor priorities  instead of  local  priorities,  and  leave out essential  activities, which  could 




Another  core area  is  the production, distribution and management of  staff. Here  there have been 
some very promising  initiatives  in 2008, which offer a  starting point  to promote  integration  in  the 
sector. The establishment of an inter‐agency posting committee, which agrees allocation of new staff 
to  different  agencies,  is  an  important  start  to  a more  rational  distribution  of  human  resources.  In 
addition, the setting of regional quotas and the enforcement of postings to rural areas (by removal 
from  payroll)  are  potentially  effective  mechanisms  to  retain  staff  in  ‘hardship’  areas.  More  open 
processes  of  advertising  posts  and  interviewing  candidates,  as  well  as  the  gradual  rollout  of 





backlogs  of  pay  to  facilities.  Some  of  the more  basic  issues,  such  as  adequate  staffing  to  process 
claims,  are  being  addressed,  but  the  underlying  drivers  –  such  as  cost  escalation  and  inadequate 
subsidies being paid to DMHIS – require a more fundamental review. This review cannot take place 
internally in NHIA. It must involve all stakeholders and must present a clear overview of the facts, the 




All  of  these  shifts  imply  the need  for  stronger  leadership  from  the Ministry of Health.  The  current 
identified shift supports the new government’s manifesto, which emphasises a unified approach to 





years. Officials  interviewed expressed concern on progress made  in solving governance  issues. The 
question has  to be asked: why were  these  issues not addressed  in a  satisfactory way? The answer 
must  lie  in  individual  and  institutional  interests,  and  in  organizational  culture.  These  are  the 
underlying  factors  that  must  be  tackled  in  any  institutional  reform.  It  is  imperative  to  remove 
incentives  to  create parallel  systems;  and  remove  incentives  to  create  financial  and programmatic 
‘silos’. Development Partners have to contribute to this. Long tines of command are inefficient  in a 
complex  system.  For  improving  return  on  investment,  it  is  necessary  to  support  a  culture  where 






Each  section  of  the  report  contains  specific  recommendations  by  the  team,  which  are  also 
summarised in the final section. Here are the five over‐arching ones. 
 
1. Together  we  are  stronger:  pursue  and  enforce  inter‐agency  collaboration,  Stimulate 
effective and operational collaboration, conducted at all levels of the system from district to 
national.  Make  real  efforts  to  forge  public  private  partnerships,  with  CHAG,  with  non‐
governmental organisations and with the private‐for‐profit sector. 
2. Root  out  parallel  systems  that  increase  inefficiency.  For  example,  bring  facility‐based 
ambulance  services  together  in  one  system with  the  National  Ambulance  Service,  and  let 
them  make  a  tangible  contribution  to  improved  access  to  health  facilities  for  women  in 
labour.  Stop  the  mushrooming  of  volunteer  programmes  for  each  and  every  health 
programme, and make serious work of community participation in decision‐making on grass 
root  health  activities.  The  same  applies  for  the  multiple  financial  reporting  software 
packages in use: sit together, and harmonise. 
3. Orient  towards  the  grassroots.  The  district  and  sub‐district  should  be  at  the  heart  of  the 
planning system. Re‐instate the system of integrated districts plans, involving all sectors and 
governmental  and  non‐governmental  players,  including  the  District  Assembly.  Let  them 
produce  plans  tailored  to  local  priorities  based  on  resources, which  are  on  offer,  and  use 
them  to  build  up  regional  and  national  plans.  These  plans  direct  the  resources  of 
development partners, who buy into local plans, rather than dictating them. 
4. Give  managers  the  freedom  to  manage.  This  is  starting  to  happen  in  some  respects  in 
human  resources management, which  is  a  very  important  step,  but  it  can  go  further.  The 
culture  of mistrust must  be  reversed,  so  that  supervisors  provide  the  funds  and  effective 
technical and personal support. They should allow those below them in the system to plan 
and use resources flexibly, and should reward good performance. 

























Inflation  is  also  increasing.  It  reached  19.9%  in  January,  up  from  12.7%  at  end‐2007.  
Reflecting  the  inflationary  increase,  interest  rates  on  91‐day  Treasury  Bills  now  stand  at 
almost  25%,  up  from  around  10%  at  the  end  of  2007.  During  2009  the  inflation  rate  is 
targeted to fall back to 15.3%.  
 
Real GDP  growth  averaged  6.2%  from 2005  to  2007  and  2008  saw  strong  continuing  real 
economic  growth at  6.2%  (as  reported  in  the 2009 Budget  Statement),  supported by high 




The  implication  of  the  deteriorating  macroeconomic  position  is  that  real  cuts  in  public 
expenditure may become necessary. A recent World Bank report (World Bank, 2009) makes 
the following point which is of great relevance to the health sector:  if expenditure cuts fall 
disproportionally  on  public  investment,  to  protect  public  consumption  such  as wages  and 














specific  focus areas within  the TORs:  service delivery; public  finance management; human 
resources  rationalisation;  the NHIS and claims management; procurement systems; capital 
investment; and testing the holistic assessment tool. These TORs had to be modified, in that 













wide  indicators and a discussion of overall performance trends. This  is  followed by a focus 
on service delivery, human resources, health financing, the NHIS, and financial management. 




















IMR  71     64     N/A  
U5MR  111     105     N/A  
MMR  N/A     N/A     N/A  
U5 underweight  18%     16%     N/A  
Total Fertility Rate  4,4     4,3     N/A  
Goal 2: Reduce the excess risk and burden of morbidity, disability and mortality especially in the poor and marginalized groups 
HIV prevalence  2,9  2,6  <4   No information  N/A 
Guinea Worm  4.136  3.358   <2000  501  ‐85.1% 
Goal 3: Reduce inequalities in health services and health outcomes 
Equity: Poverty (U5MR)  1,18     1,18       
Equity: Geography (supervised deliveries)  2,05  2,143  2,00 
                             
1,97   ‐8.2% 
Equity: Geography (nurse: population)  4,14  2,257  3,00  2,03  ‐10.1% 
Equity: NHIS (gender)  N/A  N/A  N/A 
                             
1,22   N/A  
Equity: NHIS (poverty)  N/A     N/A     N/A  
Strategic Objective 1: Healthy lifestyle and healthy environment  
% Households with sanitation  60,70%     62,50%      N/A  
% Households with access to impr water 
source  78,10%     80%      N/A  
% Obesity in population  25,30%     25%     N/A  
Strategic Objective 2: Health, Reproduction and Nutrition Services 
Exclusive breastfeeding  54,0%     60,00%       
% Attended deliveries  44,5%  35,1%  60%  39,3%  11.9% 
Family Planning (Couple Year Protection)  N/A  765,566  N/A  462,556  ‐39.6% 
ANC  88,4%  89,5%  95%  97,4%  8.8% 
%U5s sleeping under ITN  41,7%  55,3%  30%  40,5%  ‐26.8% 
Penta3  84,2%  88,0%  90%  86,6%  ‐1.6% 
HIV clients ARV treatment  7.338  13.249  25.000  23.614   78.2% 
OPD  0,52  0,69  0,6 
                             
0,77   11.1% 
Institutional MMR  219  224  172 
                              
200   ‐10.7% 
TB success rate  67,6%  76,1%  80%  84,7%  11.3% 
Strategic Objective 3: Capacity Development 
















% MTEF on health  16.2%  14,60%  15,50%  14,90%  2.1% 
% Non‐wage GOG recurrent to district  40%  49%  >40%  49%  0.0% 
USD/capita  25,4  23,01  39,11  $23.23  1% 
Budget execution rate  N/A  N/A     115%    
% Budget disbursed before June  N/A  N/A  50%  23%    
% Population with NHIS card  25%  36,2%  65%  45%  25% 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 2006  2007  POW 2008 Target 
2008 
performance  Trend 
% Claims settled within 4 weeks  N/A  N/A  40%      
% IGF from NHIS  45%  N/A  55%   66.5%  N/A  
 









in  2008,  compared  to  2007,  has  generally  been  positive.  The  relative  difference  between 
best  off  and  worst  off  regions,  in  relation  to  coverage  of  supervised  deliveries  and 
concentration  of  nurses,  has  reduced.  Both  geographic  indicators  are  still  close  to  2, 
indicating that the best off regions has double the proportion of supervised deliveries, and 
twice  as  many  nurses  per  population,  compared  to  the  worst  of  region.  The  highest 
concentration of nurses is found in Greater Accra Region with one nurse per 952 inhabitants, 
and  the  lowest  concentration  is  found  in  Ashanti  Region  with  one  nurse  per  1,932 












relatively  higher  need  for medical  services,  including maternal  services,  among women  as 






There was  overall  good  progress  in  indicators  related  to  service  provision  under  Strategic 
Objective 2. Maternal services coverage increased; supervised deliveries however, still being 
significantly below  the annual  target of  60%,  and as mentioned above with  large  regional 






Institution  MMR  as  calculated  by  the  Maternal  and  Child  Health  Unit  reduced  from 







The  EPI  indicator  has  slightly  reduced  but  remains  high  at  86.6%  coverage.  An  EPI  survey 
done  by  the  EPI  programme  covering  year  2008  reveals  a  significantly  lower  figure  of 
children fully  immunized by the age of 1. The national median coverage was 47.1% with a 
range of  17.8%  to  72.5%  in worst  and best  districts.  This  figure  is  significantly  lower  than 
reported in the 2006 Multi Indicator Cluster Survey of 64% fully immunized by the age of 1 
year. A survey on impact of malaria interventions shows that 40.5% of all children under the 
age  of  5  slept  under  an  ITN  the  previous  night,  compared  to  55.5%  in  2007.  The Malaria 
Control Programme has questioned  the comparability of  the present  survey with previous 
surveys,  due  to  timing  and  seasonal  influence  on  ITN  use.  Results  from  the  2008  EPI 
programme survey, which also  included assessment on ITN utilization, reports the national 
median  at  61.3%.  This  supports  the  NMCPs  impression  that  40.5%  ITN  utilization  is  an 
underestimation. The number of HIV‐positive clients receiving ARV therapy has seen a sharp 




While  the  doctor‐to‐population  ratio  improved  only  slightly,  the  nurse‐to‐population  ratio 
improved  by  more  than  10%.  As  discussed  above,  there  is  large  regional  variance  in 
distribution  of  health  personnel,  especially  doctors.  In  Northern  Region  there  are  73,257 








years,  based  on  an  estimation  done  by  MOH,  and  exceeds  the  target  of  40%.  Overall 












2008.  The  figure  is  significantly  lower  than  the  target  of  50%,  partly  due  to  delays  in  SBS 
disbursement  to MOH. The Netherlands’ contribution  to SBS was  transferred  to MOFEP  in 
the middle of May,  the Danida one  in  first quarter of 2008 and  the DfID contribution was 
transferred on the first of July. By the end of June, MoH had received only the Danida SBS 





The  national  health  insurance  coverage  of  cardholders  continued  to  increase  in  2008. 
Previous estimations of the percentage of the population holding a valid NHIS card had not 
been  adjusted  for  population  growth  since  2004  and  coverage  figures  had  consequently 
been overestimated. In the current estimations, population data from the Centre for Health 
Information Management  (CHIM) validated by  the Ghana Statistical  Service was used. The 
percentage  of  cardholders  in  2008  is  estimated  to  45%,  compared  to  2007  (recalculated) 
estimations  of  36%.  The  NHIA was  not  able  to  provide  information  on  the  proportion  of 
claims  settled  within  4  weeks  of  submission  because  district  mutual  health  insurance 







reports  were  not  available  at  the  time  of  the  review,  we  have  compared  agency 

















Clinical  services  have  increased  during  the  last  years, mainly  because more  patients  with 
health  insurance have been treated. However, outpatient services have grown much more 
than  inpatient  services.  The  number  of  admissions  has  even  slightly  reduced  in  2008, 
compared to 2007. The effects of  increased OPD caseload and reducing  inpatient caseload 
on quality of care in the Ghana health sector need further analysis. The table below shows 
considerable  differences  per  region.  In  some  regions  OPD  attendance  reduced  in  2008 





















In  the  health  sector  in  Ghana  there  are  three  elements  of  the  quality  improvement 
programme. 








strategic  plan  provides  a  framework  for  developing,  promoting  and working  toward  good 









Presently  Ghana  Health  Service  is  working  on  a  customer  care  programme,  which  trains 
health workers in improvement of patient‐provider relations. 




organise  clinical  mortality  meetings  and  maternal  deaths  surveys.  The  follow‐up  on  such 
discussions  is  minimal:  according  to  informants,  there  is  little  or  no  change  of  work 
Draft Report ‐ Ghana annual independent health sector review for 2008 
  9 




In  recent  years  disease  control  programmes have produced  several  clinical  guidelines  and 
protocols. There are treatment guidelines for tuberculosis, treatment guidelines for malaria 
with new Artemisinin Combination Therapies (ACT), and clinical guidelines for Anti Retroviral 
Therapy  (ART).    Guidelines  exist  in  many  other  areas,  like  Integrated  Management  of 
Childhood  Illnesses  (IMCI),  family  planning,  etc.  Also  for  nursing  and  paramedical  services 
guidelines  have  been  formulated.  There  is  no  common  standard  or  methodology  for 








In  2004 GHS  had  started  an  accreditation  programme  for  district  hospitals.  However,  the 
programme was never implemented, partly because it was too elaborate and not actionable.  
The NHIA took on the accreditation programme in 2007, as part of its legal obligations. The 
accreditation tool used  is an  improved format of the 2004 tool. The tool was piloted  in 45 
facilities  in  2008.  Nearly  all  facilities  failed  accreditation,  with  as  points  for  improvement 






quality  of  service  delivery.  From  reports,  interviews  and  observations  in  field  visits,  the 
impression is that quality improvement in clinical service delivery is a very slow process. In 
routine data collection  few  indicators provide  insight  into quality of care. Sometimes Case 
Fatality Rate  (CFR)  is used a proxy  for quality of  care. Under‐5 CFRs  (general  and malaria‐
related) seem to  improve slowly.  Infant mortality, probably heavily  influenced by neonatal 

























Unfortunately,  the  indicator  on population  living within  8  KM  from a  health  facility  is  not 
monitored,  although  part  of  the  sector  indicators.  For  sure,  long  distances  from  health 
facilities contribute to generally poorer health outcomes in the Northern part of the country. 
The  strategy  to  expand  the  CHPS  compounds  and  incorporate  delivery  services  in  the 
package will improve availability of services. 
 




Acceptability  of  services  is  an  issue:  negative  staff  attitudes  are  frequently  mentioned  in 
documents, including in the Programme of Work 2008. Research was planned into this issue 
in  2008,  but  not  conducted.  The Ghana  Public  Expenditure  Tracking  Survey  in  2008  has  a 
small section on patient satisfaction after treatment in health centres, which concluded that 
99% of patients  thought  they were  treated  in a  friendly way,  and 81%  thought  they were 
given  sufficient  information  on  their  ailment.  Although  the  Review  Team  is  not  in  the 
position to give a conclusive opinion on staff attitudes, it would like to warn against a blame 
game,  in which managers push  the blame  for poor performance of  facilities on grass  root 





availability  of  equipment  and  supplies  is  serious  problem  in  most  health  facilities.  Many 




The  improvement  of  competencies  of  health  workers  is  the  major  thrust  of  the  QA 
programme in the Ghana health sector. At the same time, it is high on the agenda of many 
other  health  programmes.  Coordination  between  specific  health  and  disease  control 
programmes  and  the  QA  programme  and  building  a  coherent  programme  of  Continuing 
Professional Development (CPD) could be a way forward. 
 
From  interviews and observations,  the Review Team got  the strong  impression  that newly 






one  important  lesson:  adherence  to  clinical  guidelines  is  generally  poor,  when  they  are 
imposed top‐down on health workers. Practitioners have to be involved in the development, 
teaching  institutions  in  pre‐service  training  and  continuing  professional  development,  and 
professional associations have to be involved in dissemination and making guidelines part of 
professional ethics.2 It would be helpful to call in advice from the National Institute of Health 
and  Clinical  Excellence  (NICE)3  or  similar  organisation  to  strengthen  the  methodology  of 
clinical guideline development. 
 
Under  the present circumstances an accreditation  system can only work  if  it  goes hand  in 
hand with a quality  improvement programme.  Isolated accreditation programmes failed  in 
other  countries,  because  closing  of  facilities  is  no  option  in  a  country with  low  access  to 




Quality  of  clinical  can  be  improved  if  all  five  elements  of  availability,  accessibility, 
acceptability,  supplies and staff are addressed at  the same time. Quality assurance should 
therefore be operating more as a cross‐cutting theme in all health sector activities, than as a 
separate  programme.  Given  the  resource  constraints,  quality  improvement  has  to  go  in 
small steps, but should rather proceed with packages than in isolated training programmes. 
For  example,  training  in  use  of  partographs  should  be  combined  with  provision  of  basic 


















In  2008  in  Ghana  479  private  facilities  were  accredited  by  the  Private  Hospitals  and 
Maternity  Homes  Board  (PHMHB),  including  55  hospitals,  290  clinics  and  134  maternity 
homes. The number with incomplete or no accreditation was much higher, according to the 
Board. The RCH report 2008 gives a much higher number of 824 private providers, which 
includes  NGOs.  Both  reports  exclude  CHAG  and  parastatal  facilities.  The  NHIA  has 
accredited 395 private hospitals and clinics and 237 maternity homes, more than PHMHB 







In  2003  a  private  health  sector  policy was  launched, which  sets  the  goal,  objectives  and 
strategies.  The MoH wants  to  support  the  private  sector  to  grow,  and wants  to  support 
capacity strengthening and human resource development. It wants to increase partnerships 
at  implementation  level,  and  exchange  of  information.  The  policy  has  been  only  partly 
implemented  so  far,  due  to  insufficient  availability  of  funds.  The  Private  Hospitals  and 
Maternity  Homes  Board  in  the  2008  report  explains  that  its  performance  is  severely 
compromised  by  legal,  financial  and  organisational  constraints.  There  has  been  little 




CHAG  institutions  are  all  reporting  their  activities  to  the GHS  through  the  district  health 
information system. To what extent other non‐state providers report their work is unclear. 












represent  a  shift  from  use  of  private  clinics  to  GHS  clinics  by  health  insurance 
cardholders. Without  further  analysis  it  is  premature  to  claim  increased  access  to 
health services.  
 CYP  figures  on  family  planning  are  reducing,  but  most  of  pills  and  condoms  are 

























health  workers  should  refer,  and  which  documentation  and  forms  they  should  apply.  In 
practice,  often  referral  documentation  is  used  because  of  requirements  by  the  health 















facilities  in  urban  areas  are  under‐utilised,  and  that  tertiary  hospitals  treat  too  many 
patients, who could be served at a lower level.  
A  special  type  of  referral  is when  hospitals  have multiple  functions  in  the  health  system: 
tertiary  hospitals  may  double  as  district  or  regional  hospital.  The  tertiary  hospitals  run 








hospitals  are  accredited  by  the  health  insurance.  The  gatekeeper  system  can  only  be 
enforced  if hospitals  turn away bypassing patients, which  is not  the practice. Reduction of 









So  far,  the private  sector has a  limited  role  to play at  the  receiving end  in  referral  system 
(with  the  exception  of  CHAG  hospitals).  There  are  few  fully‐fledged  private  hospitals 
accepting health  insurance cardholders. Gradually, when the health  insurance becomes an 
integral  part  of  the  system,  investors may  be willing  to  finance  first  referral  level  private 
hospitals  and  contribute  to  service  delivery.  The  private  health  sector  policy  suggest  loan 











NAS works  in  close  collaboration with  the  fire department  and with  the National Disaster 
Management Organisation (NADMO), under the Ministry of Interior, which is responsible for 
the management  of  disasters.  Currently,  NAS  has  36  ambulances  in  24  stations with  two 
control  rooms  in  the  country.  The  coverage  of  ambulance  services  is  limited  to  regional 




















constraints  in  2008,  ambulances  have  sometimes  been  parked.  Training  and  upgrading  of 
EMTs was put on hold for the same reason.  
 




and  not  connected  to  the  ambulance  radio  communication  system.  Data  on  actual 







The  hospitals  that  can  receive  emergencies  provide  24  hours  a  day  care  in  the  casualty 
department.  However,  most  of  the  receiving  hospitals  do  not  have  staff  trained  in 
emergencies.  During  nighttime,  the  staff  on  duty  is mostly  junior.  Some  hospitals  do  not 
have  full‐time  laboratory  services,  do  not  have  a  stocked  blood  bank  and  there  are  no 
theatre staff on duty. Communication between ambulance and hospital is not always good, 




























Ghana  is  exposed  to  general  disasters  with  medical  aspects  (for  example,  major  road 
accidents, or floods), as well as to disease outbreaks (for example, cholera or poliomyelitis). 
In 2008 there was an outbreak of wild poliovirus with 8 persons affected in Northern Region. 
The  virus  originated  from northern Nigeria,  and  passed  probably  via  Benin.  Cholera  cases 







surveillance  officers  are  in  place.  In  some  regions  there  is  a  system  of  community‐based 
surveillance,  often  linked  to  the  programme  of  eradication  of  guinea  worm.  The  disease 




Ghana  has  a National Disaster Management Organisation, with  an  Epidemic Management 






cases of Acute Flaccid Paralysis  (AFP) and response to  the outbreaks of polio.  In 2008 two 





preparedness  for  cholera,  which  contains  all  elements  of  surveillance,  intersectoral 






can  be  made  more  robust  to  fend  off  serious  challenges.  The  coordination  between 
epidemic  response  systems  and  the  nation  system  of  disaster  management  through  the 
National  Disaster Management  Organisation  seems  to  be  ad‐hoc,  rather  than  systematic. 
Collaboration between agencies could be improved. Maybe the Ministry should play a more 
prominent  role  and  formulate  a  policy  for  epidemic  preparedness  and medical  aspects  of 
disasters, assigning  roles and  responsibilities  to  the  relevant agencies  in  the health sector. 
The Ministerial Emergency Services Committee could play a coordinating role. 





 Turn  the  QA  programme  into  a  crosscutting  theme,  in  all  programmes  and  all 
agencies and link the QA programme to the NHIA as multi‐agency initiative 
 Bring in state‐of‐the‐art approaches in development of clinical guidelines 









  2006 2007 
POW 2008 
Target 2008 performance Trend 
    Routine   
IMR 71  64   N/A 
U5MR 111  105   N/A 
MMR N/A  N/A   N/A 
U5 underweight 18%  16%    
Exclusive breastfeeding 54,0%  60%    
%U5s sleeping under ITN 41,7% 55,3% 30% 40,5%  -26.8% 













status,  breastfeeding,  use  of  ITNs,  malaria  treatment  and  consistently  high  Penta3 




implementation  of  child  and  reproductive  health  activities.  The  HIRD  package  of  services 




interventions.  In  the  POW 2008,  GHS  confirmed  the HIRD  strategy  as  basis  for  scaling  up 
interventions. 
  
In  October  2008  the  GHS,  in  collaboration  with  UNICEF  and WHO,  produced  an  in‐depth 




child  health.  Continuation  of  the  services  is  absolutely  necessary.  However,  neonatal 
mortality contributes to 27% of under‐5 mortality and has to be tackled urgently. It “falls 
between  the  cracks”  of  maternal  care  and  childcare.  At  community  and  facility  level 
attention for neonatal care is still insufficient 
• Community interventions are essential to make headway in improvement of child health. 
However,  the  community  strategy needs  rethinking.  There may be  too many different 
volunteers for different programmes 
• The  interventions  are  initiated  by  disease  control,  child  health  and  nutrition 
programmes,  which  have  their  own  sources  of  funding,  own  procedures  and  own 
methods of work. HIRD has not managed sufficiently to pull these programmes together, 
partly  because  funding  comes  vertically  from Development  Partners,  the Global  Fund, 
etc. 
• General  capacities  for  planning, managing  and  reporting  are weak.  The  HIRD  strategy 
with  its own planning format, budget, and reporting has become a vertical programme 
on its own 





The MoH  is drafting a new Under‐5 Child Health Policy, which wants  to  introduce a  child‐
centred, rather than programme‐centred approach, with a continuum of care for the child: 
from  foetal  stage,  to  neonatal  stage,  to  infant  stage  and  to  childhood.  At  the  same  time 
there  should  be  a  continuum  of  care  from  home,  to  community,  to  facility.  The  policy 




major  objective  of  this  strategy  is  to  improve  neonatal  health  by  improving  the  coverage 
with  antenatal  care  interventions  and  delivery  interventions,  as  well  as  neonatal 
interventions.  Secondly,  child  health  is  to  be  improved  by  comprehensive  coverage  with 
evidence‐based  interventions  for  children  1‐59  months.  The  strategy  proposes  more 
community  interventions,  with  increased  attention  for  health  promotion  and  behavioural 
change. The strategic plan outlines how capacities should  improve to coordinate, plan and 
manage activities for child health, through strengthening health systems. The plan suggests 





The absolute number of  vaccinations  increased, but  the  coverage  reduced  slightly.  Just  to 
keep up with the population growth, the number of vaccinations must increase 2‐3% every 
year. The creation of 38 new districts in recent years created a challenge for reorganising the 




the  National  Child  Health  Promotion  Week  and  the  Integrated  Mother  and  Child  Health 
Campaign.  Fears have been expressed that campaigns are very costly, and take place at the 
expense  of  regular  services,  and  in  the  end  are  less  cost  effective.  Campaigns  could 
contribute  to untimely  vaccinations. At  this moment  in Ghana a  study  is  being performed 











52 weeks  is  too  low. Penta3  in Ghana  therefore cannot be considered as a proxy  for  fully 




After  the  field  visits  the  review  team must  conclude  that neonatal  care  in  facilities  visited 
was sub‐standard. There is a lot to be gained by relatively simple interventions in neonatal 
resuscitation. The CHPS compounds visited operated as small health centres, being a useful 





















the  young  mother  with  the  message  of  exclusive  breastfeeding,  while  the  other  tries  to 













mode  of  operation.  The  prevailing  culture  has  helped  turning  HIRD  quickly  into  a  new 
vertical programme, with the usual elements of separate plans, budgets, management and 
reports.  This  year,  it  will  be  integrated  into  comprehensive  planning. While  HIRD was  an 
instrument  for  the district  level  and below,  it did not  contribute  to  integration of work at 







inefficiencies  are  not  easily  recognised  at  national  level,  where  programme  officers  are 
focused  on  their  own  programme  and  on  accountability  towards  Development  Partners, 
who  each  want  to  see  results.  Where  the  national  level  health  officials  requests 
Development  Partners  to  improve  alignment  and  harmonisation,  they  could  apply  similar 
principles in their own work in relation to districts. 
 
There  could  be  a  wealth  of  untapped  resources  if  the  237  local  non‐governmental 
organisations  (which  are  member  of  the  National  Coalition  for  NGOs  in  Health)  were 
seriously engaged in service delivery in child health.  
 
The situation of under‐5 child health services  is eloquently portrayed  in  the Under‐5 Child 
Health Analysis, and the solutions are clearly described in the Under‐5 Policy and Strategy. 
What  is  needed  now  is  to  give  body  to  the  proposed  paradigm  shift  from  programme‐




 Reinstate  the  comprehensive  district  health  management  system,  based  on 
partnerships  between  GHS,  CHAG,  NGOs  and  private  providers,  that  integrates 
vertical programmes and give districts pivot  role  in  implementation of  the under‐5 
child health policy 
 Give District Assembly  and population  a  role  in  decision making on priority  setting 
and utilisation of funds 









The  Ministry  of  Health  convened  a  consultative  meeting  of  national  and  international 
stakeholders to discuss Ghana’s maternal mortality burden on July 8th and 9th 2008, which 
recommended  documenting  best  practices  and  replicating  them  as  appropriate.    The 
meeting  proposed  to  invest  in  CHPS  and  Community  Health  Extension  Worker  (CHEW) 
systems  and  train  skilled  birth  attendants  (especially  nurses  and midwives).  The meeting 
suggested forging partnerships between health services and communities, and with private 
and  non‐governmental  actors.    The  meeting  asked  authorities  to  secure  funding  for 
strengthening  broader  health  systems.  The  Minister  of  Health  inaugurated  a  multi‐




Motherhood  Task  Force  under  GHS  was  instructed  to  link  up  with  the  Task  Team  as  a 
technical team, overseeing responsibilities at the regional and district level.  
  
The Ministerial  Task  Team met  several  times  and  formulated  four  priority  areas  of  family 
planning,  emergency  obstetric  care,  adolescent  health  and  post‐abortion  care.  Several 
participating MDAs made their pledges for activities. The Ministry of Women and Children’s 
Affairs organised a workshop in November and started mobilisation of women’s groups. The 
Ministry  of  Education  promised  to  revise  the  education  materials  on  adolescent  sexual 
health.  The  Private  Road  Transport  Union  pledged  to  sensitise  members  to  support  to 
women in labour. Because of the election and change of government, the Task team has not 
yet  meet  in  2009  and  could  not  brief  the  new Minister  on  progress.  The  request  of  the 
November  2008  Health  Summit  to  the  Task  Team  to  formulate  a  timed  and  costed 
implementation framework will probably not be honoured before the next summit. 
The Safe Motherhood Task Force has not met  since  the stakeholders’  consultation  in  July. 
The  Family  Health  Division  continued  working  on  reproductive  health  programmes.  It 
produced  an  outline  of  a  work  plan  for  community  sensitisation  and  mobilisation,  for 
strategies around CHPS/CHEW involvement  in reproductive health and capacity building of 




The  theme  for  the  POW  2009  is  “Change  for  Better  Results:  Improving  Maternal  and 
Neonatal Health”, indicating that this topic is key priority for the health sector. The Ministry 
formulated as priorities for 2009, following up on the consultation’s recommendations: free 














             
Total Fertility Rate  4,4    4,3      N/A 
% Skilled deliveries  44,5%  35,1%  60%  39,3%    11.9% 
Family Planning (Couple Year 
Protection) 
N/A  765,566  N/A  462,556    ‐39.6% 
ANC  88,4%  89,5%  95%  97,4%    8.8% 
Institutional MMR  219  224  172  NA     
Source GHS‐RCH report 2008 
 




discussions  concerning  inclusion  of  family  planning  methods  in  the  Health  Insurance 
Package.  According  to  informants,  payment  for  family  planning  (even  token  amounts)  – 






























Coverage  figures  for  family planning are worrying  indeed, and give evidence  for  the many 
voices in Ghana saying the programme is off track. The repositioning of family planning, as 
initiated in 2006, has not so far succeeded. Pills and condoms are mainly distributed through 

















pregnant  women.  There  is  however  room  for  improvement  of  quality.  For  example,  the 
percentage of anaemic women in 2008, compared to 2007, remains stagnant at around 27% 




of  free  maternal  services  will  only  be  seen  in  2009.  In  previous  years  the  figure  of 
institutional  maternal  mortality  ratio  (IMMR)  played  a  big  role  in  discussion  around  the 
quality of maternal health in facilities. Trend analyses were performed and conclusions were 
attached  to  it.  This  year,  the  review  team wants  to  stay away  from  this discussion.  In  the 
inter‐agency review meeting, GHS presented a figure for 2008 of 200 per 100,000 live births, 
compared to 224 in 2007. According to this presentation, the number of institutional deaths 
went down  from 1,023  in 2007  to 955. However,  this  figure  is based on  incomplete data. 
Furthermore, the denominator of live births includes deliveries by TBAs, which deflates the 
IMMR  number  by maybe  25%.  Probably  this  practice  of  including  live  births  by  TBAs  has 
been  in place  for many years. Previous  reviews have warned against  the practice of using 












visited  GHS  facilities  before.  The  labour wards  visited were  all  in  an  appalling  state,  with 
rusty  delivery  beds,  incomplete  delivery  sets,  and  no  material  at  all  for  neonatal 











improve  transport  to  the  facility,  to  improve 24‐hour  availability  of  staff  and  to make  the 
delivery more acceptable. Providing a millet drink to stimulate breastfeeding and a hot bath 
belonged to the package of services.  












the  issue of  roles of CHPS  in delivery care  remains unresolved.  Interviews with  trainees  in 
midwifery and community nursing did not give the Review Team the impression that these 
young women have the practical skills to make a difference in maternal health. It seems that 











• In  some areas, GHS  is  collaborating with  the Private Road Transport Union  to  improve 
transport  for  women  ready  for  delivery,  a  very  good  initiative  that  the  review  team 
welcomes. But what should be done with the more than 100 ambulances in the country 





• Post‐partum  haemorrhage  is  the  second‐largest  cause  of  maternal  deaths.  Blood 
transfusion is often necessary to safe lives. Yet, only 10% of hospitals have a blood bank 
meeting minimum standards. Ghana has put  in place a National Blood Policy to reduce 
risks  of  contamination  with  HIV,  hepatitis,  syphilis,  etc.  and  to  increase  availability  of 








The  TOR  for  this  review  asked  for  an  assessment  of  progress  on  MGD  5  against 
recommendations of  the national  stakeholders’ consultation. The answer was given by Dr. 




What  needs  to  be  done  is  all  described  in  great  detail  in  the  Reproductive  Strategic  Plan 
2007  –  2011,  and  does  not  need  to  be  repeated  here.  Years  of  high  level  consultations, 
strategic plans,  road maps and policies have not  resulted  in a  turnaround of  the maternal 




 Reinstate  the  comprehensive  district  health  management  system,  based  on 
partnerships  between  GHS,  CHAG,  NGOs  and  private  providers,  and  give  districts 
pivot role in implementation of the Reproductive Health Strategy 
 Give District Assembly  and population  a  role  in  decision making on priority  setting 
and utilisation of funds 







The National  Health  Policy  2007  ‘Creating Wealth  through Health’  aims  at  addressing  the 
broader  determinants  of  health.  The  policy  puts  promotion  of  healthier  lifestyles  in  the 
context  of  physical  and  social  environment  in which  people  live.  The Regenerative Health 
and Nutrition Programme (RHNP) was initiated to develop tools for addressing determinants 







Since  the  beginning,  the  programme  has  been  operating  in  a  pilot  mode,  in  14  districts 
where  it  works  with  change  agents.  The  programme  is  working  with  the  Ministry  of 
Education,  Science  and  Sport  on  integration  of  lifestyle  issues  into  the  standard  school 
curriculum and setting up of keep‐fit clubs.  It  is discussing with the Ministry of Agriculture 







Given  the  development  of  non‐communicable  diseases  in  Ghana,  with  sharp  increases  in 







The  RHNP  is  operating  in  isolation  in  the Ministry  and  does  not  work  together  with  the 
Department of  Public Health, where  the non‐communicable  diseases  (NCD) programme  is 
located.  The  programme  is  developing  a  new  strategic  plan  for  tackling  NCDs,  in 




of  information  sharing,  and  operating  in  isolation  in  the  MOH  is  not  productive  for 





















The  flow  of  information  is  currently  only  towards  the  centre,  i.e.  the  district  collects 
information  from  the  sub‐districts,  the  region  from  the districts  etc.  Information does not 
flow  in a decentralised direction. Districts, Regions etc  cannot  compare  their performance 
with institutions at same levels. Local information is exported to a file, which can be emailed 











The  NHIA  has  installed  all  over  the  country  advanced  computer  systems  and  satellite 
communication  systems,  which  allow  communication  between  the  health  facilities,  the 









regional  and  district  level  to  capture  MCH  data.  Many  indicators  were  common  to  both 





infrastructure  in  facilities and DMHIS all over  the country. The NHIS  information system  is 
















During  the  review  process  it  was  realised  that  an  implicit  common  framework  of 










made  from  various  stakeholders  addressed  many  key  areas  of  the  human  resource 
challenges facing the health sector. A proposal has been prepared by the HRDD MOH, as a 
follow‐up to the conference, and was presented to the Inter Agency Leadership Committee 
in  September 2008.  The proposal  reflects  a number of  recommendations  emanating  from 
the  Round  Table  Conference  on  Human  Resource  for  health,  which,  if  pursued,  will 
significantly  address  the  key  identified  challenges  facing  the  sector.  The  proposal  further 







A  focus  on  middle  level  cadres  has  been  maintained,  especially  in  the  following  cadres: 




Category   2007  2008  % Change in enrolment 
Nursing   2277  2245  ‐0.7 
Midwifery   551  911  24.6 
Environmental Hygiene   557  469  ‐8.6 
Community Health Nurse 1 (2yr certificate)  1841  1944  2.7 
Community Health Nurse 2 (3 year diploma)  66  63  ‐2.3 
Health Assistants Technical   1193  2541  36.1 






This  is attributed  to  the  fact  that  the existing schools have  reached  their maximum  intake 
capacity.  This  is  influenced  not  only  by  the  availability  of  physical  infrastructure  of  the 
schools but also sites for practical training and other training resources.   
 
Questions  are  being  asked  as  to  the  quality  of  the  workforce  being  produced.  There  are 
mixed experiences by the service agencies in relation to the skills and competencies of new 
health workers. This is more so with the nurses, health assistant technical and heath aides. 
The  Nurses  and  Midwifes  Council  is  also  concerned  about  the  quality  of  nurses  being 
produced  and  has  attributed  the  low  level  of  skills  and  competency  to  the  inadequacy  of 
training sites to match up with the number of schools and the expansion of  intake. All  the 
private nursing schools cropping up are also using the same hospitals and the staff are either 




institutions are being  set up  to  train  this  cadre of  staff.  The MOH set up 5 new ones and 
many  others  have  been  set  up  by  district  assemblies  (politically motivated  and  initiated). 
There  is  concern  that  this  cadre,  established  as  a  short‐term  measure,  will  face  similar 
challenges of being absorbed into the health system and fashioning a career path. If there is 
an exit  strategy  to  stop  their production, what will happen  to  them thereafter? There are 
differing  opinions  as  to  their  usefulness  and  long‐term  relevance,  as  well  as  their 
competence. 
 
There  is  a  strong  call  for  the  re‐introduction  of  midwifery  training  for  community  health 
nurses. It has been realised that “professional” midwifes are less enthusiastic, and they are 
less  oriented  to  practice  in  rural  areas,  compared  to  the  cadre  of  community  health 
midwifes.  
 
A  simple  projection  of  health  workforce  production,  especially  in  the  area  of  nurses, 



















membership of  the committee  includes  representatives  from all  the agencies of  the MoH, 
the police and military. 
 




assured  discusses  and  comes  to  agreements  with  the  agencies  as  to  numbers  they  can 
recruit,  as well  as where postings  should be  focused. Agencies now conduct  interviews  to 
recruit who they want and those not successful have  to move on to other agencies which 
have not filled up their quota allocation. All agencies confirmed this as the way forward and 
are  all  supportive  of  it.  This  current  practice  has  the potential  to  push prospective  health 
workers to priority areas of need.  
 
The  challenge  of  staff  re‐distribution  within  and  between  agencies  is  still  being  pursued. 
Efforts have been made by the GHS to redistribute existing staff but this has proved to be a 
major  challenge.  Resistance  to  redistribution  by  staff  was  experienced  and  evidenced  by 
staff  petition  letters.  Petitions were  reviewed  and  those which  still  had  to  be  transferred 
were  ‘threatened  with  salary  blockages’  if  they  did  not  move.  It  worked!  The  general 
resistance to change has come into play and will require skills and competencies in change 
management in agency leadership. It will also require un‐flinching commitment and political 












their  pay.  These  staff  should  then  not  be  re‐employed  in  other  parts  of  the  health  system, 
otherwise this sanction will not work.  In addition, managers should feel empowered to demote 
staff who are not working at  their  jobs  (for  example,  by moving  them  to  less desirable posts). 
Until recently, such measures have not been part of the accepted norms, which meant that there 
were  no  incentives  for  good  work  (working  well  and  working  in  less  desirable  areas),  and  no 





also  the  systemic  challenge  of  how  to  effect  an  interagency  transfer  or  termination  of 
appointment, since all  the agencies’  salary  is managed centrally.  In as much as  there  is an 
increased  awareness  and  desire  in  agency  leadership  to  re‐distribute  staff  the  critical 
bottleneck  is  that  there  is  no  clear  process  or  guideline  to  support  agencies  to  relieve 




The  issue  of  workforce  productivity  remains  a  high  priority  for  the  MoH  as  well  as  its 
agencies, both service and regulatory. This not withstanding, there is no clear direction as to 
what  constitutes  health  workforce  productivity.  Definite  models  of  measuring  health 
workforce  performance  are  yet  to  be  developed.  Agencies  and  the  MOH  agree  that  the 
critical  issues are that  there are no standards  for  institutional staffing norms, no workload 
measures for health workers and no objective criteria to measure worker‐specific as well as 
institutional  performance  and  productivity.  Use  of  sector  wide  indicators  is  considered 
inappropriate.  
 
Available  estimates  on  workforce  productivity  shows  that  health  workers  in  the  Greater 


















Definite  interventions  are  being  continued  or  initiated  by  agencies  to  address  workforce 
productivity. The HRDD of the MOH has developed a workload analysis for health workers, 
which  is  still  a  work  in  progress.  The  GHS  have  introduced  a  staff  performance  appraisal 
system with requisite forms5 and another tool6. The staff performance appraisal form looks 
at staff‐determined objectives and generic assessment factors applicable to all staff.   KATH 
has  introduced  contract  arrangements  for  doctors  and  intends  to  continue  with  it  for  its 





performance  management  functions  in  an  objective  manner  that  leads  to  improved 
performance and productivity. Basic inputs such as clear job descriptions and functions are 
not  readily  available  to  respective  staff.  These  inputs  are  to  come  from  the  agency 
headquarters. GHS,  CHAG and  the  teaching hospitals  are  all  either  in  the process  or  have 

































example,  nearly  3,000 health  assistant  technical,  an  additional  6,000 nurses  each  year 
[output  from  training  schools]  and  though  nominal  some  13,000  nursing  students 
[various categories] are on student allowances.   
 
On  the premise  that  the public  facilities are understaffed, as  the MoH moves  to  fill  in  the 
vacancies  the wage bill  to  government will  increase.  The most  critical  factor  affecting  the 
wage bill is the lack of staffing norms informed by productivity measures. Even now there is 
a general feeling that the output of the sector could be better if distribution and productivity 
were  improved,  meaning  a  better  return  on  the  wage  bill.  The  likely  future  squeeze  on 
resources makes better use of existing staff necessary. 
 
Decentralised  salary management:  Discussions were  held  between  the MoH, MoFEP  and 
service  agencies  [the  teaching  hospitals  and GHS]  to  pilot  decentralised  administration  of 
salaries as an option to manage the wage bill. This did not happen on account of the MoFEP 
indicating that it did not think the agencies had the capacity to do so. During the year efforts 





manage  their  payrolls  since  a  significant  proportion  of  their  staff  categorised  as  ‘non‐
essential’  are  paid  through  their  internally  generated  funds.  Within  the  GHS  different 
opinions  exit:  some  believe  they  can  manage  it  and  others  think  not.  The  benefits  of 
decentralised salary management are believed to out‐weigh the risks. Challenges identified 

















with  better  coordination  amongst  agencies,  though  intra‐agency  distribution  remains  a 
challenge.  
 
On  productivity,  there  is  increased  agency  leadership  awareness  and  commitment  to 
efficient  utilization  of  available  staff.  Performance models  are  being  developed  and  tried. 
















o The  Interministerial  Posting  Committee  should  be  enhanced  and  supported  to 







o A  national  conference  on  human  resource  productivity  should  be  held  with  all 
stakeholders  to  share  current  experiences,  define  and  agree  on  parameters  of 
workforce  productivity,  and  develop  models  of  implementation  and 
measurement 
 Human resource wage bill  
o The Ministry of Finance,  in collaboration with the MoH and  its agencies, should 
develop  criteria  and  models  for  agencies  to  work  towards  to  ensure  the 
successful implementation of decentralised salary management 
o There must be a move  to  recognise  the private  sector as a  credible and willing 






























policy objective or activity).  This undercuts  the  strategic basis of  the MTEF and encourages a non‐
strategic, incremental approach to budgeting. In effect, there are 3 separate budget processes with 
separate processes of prioritisation, namely: (1) medium term fiscal framework: the aggregate (top‐






In  accordance  with  standard  procedures  in  the  GoG,  budgetary  responsibility  is  divided 
between the Budget Unit of PPME and the Finance Division (FD). The PPBU is responsible for 
the preparation and monitoring of the budget, as well as liaison with MoFEP over releases of 
funds.  The  FD  is  responsible  for  all  subsequent  disbursement,  the  maintenance  of  the 
accounting  system,  recording  of  transactions  and  financial  reporting.  To  this  end  the  FD 
consolidates  all  financial  reports  to  produce  a  quarterly  Financial  Statement  (FS)  which 






and  its  agencies.  This  division  of  functions  leads  at  times  to  duplication  of  effort  and 
confusion  over  roles,  particularly  in  the  area  of  reporting.  The  issue  is  discussed  further 
below. 
 
The  annual  budget  planning  cycle  begins  in  the  second  quarter  of  the  year  with  an 
identification of policy priorities for next year’s plan based on a review of the previous year’s 






produced  Annual  Estimates.  It  is  also  reproduced  in  a  similar  but  related  format  in  the 
Health Programme of Work (PoW) and the difference between the two causes difficulties in 
reporting  and  lack  of  clarity  about  outcomes,  which  are  discussed  more  fully  below.  In 
neither case does the budget follow a programme format. Activities identified are not easily 





When  establishing  a  program  classification,  it  is  important  to  ensure  that:  (1)  clear 
responsibility for managing the program, and accountability for  its results,  is allocated to a 
specific unit and program manager within the ministry or department concerned; and (2) the 
requirements  for  data  collection  and  analysis  are  kept  within  reasonable  bounds.  A 
programmatic approach has the advantage of encouraging managers in each organization to 
clearly  define  their  objectives  and  to  consider what  results  have been  achieved.  It  is  thus 
often linked to the development of a performance‐related approach to budgeting.  
Source:  IMF  Fiscal  Affairs  Department,  Public  Financial  Management  Technical  Guidance  Note  on  Budget 
Classification 
 
There  are  multiple  systems  in  use  to  support  budgeting  and  accounting  in  MoH  and  its 
agencies. Many systems are manual (sometimes supported by Excel) and this is especially so 

















Services has  installed ACCPAC –  a well‐established off‐the‐shelf  accounting package  ‐at  its 
HQ and in RHOs. MoH HQ intends to install ACCPAC, but in the meantime is using Excel for 
many accounting functions. Korle Bu Teaching Hospital has installed SunAccount ‐  another 
well  regarded  and  locally‐supported  off‐the‐shelf  accounting  package.  Finally,  those 
agencies  working  with  the  Global  Fund  have  installed  Great  Plains  accounting  software 
which  is  poorly  supported  and  is  still  not  fully  functional.  It  is  understood  to  have  been 
running in parallel with the former system for more than one year. 
 
A  modified  version  of  accrual  accounting  has  been  adopted  throughout  MoH  and  its 
agencies. That  is  to say expenditures are  recorded when they are  incurred  (as opposed to 
when  they  are  paid)  and  certain  revenues  are  recorded when  they  are  contractually  due 
(e.g. National Health Insurance revenues) rather than when received. Full accrual accounting 

















the  public  financial  management  of  the  MoH.  The  reports  are  the  Public  Expenditure 
Tracking Survey (PETS)11 which covered both health and education; and the Public Finance 




sector,  some  of  which  are  elaborated  upon  in  this  review.  In  particular,  the  PFMSIP 
highlighted  blurred  reporting  lines  amongst  agencies;  the  need  to  develop  a  structured 
performance  management  framework  in  the  health  sector;  the  need  to  strengthen  risk 









NHIS.  Several  proposals  for  strengthening  budget  planning  and  budget  execution  were 
offered  and  need  to  be  elaborated.  In  the  area  of  Accounting  and  Reporting  the  PFMSIP 
identified  as  key  issues  the  different  formats  of  the  budget  and  the  quarterly  Financial 
Statements,  and  the  plethora  of  computerised  systems  operating within  the MoH  and  its 












  2006  2007  2008 
MTEF allocation – Health  478,654,800  563,756,400  752,233,368 
MTEF allocation – Total  2,948,398,300  3,869,832,200  5,059,868,063 
% MTEF allocation to Health  16.2%  14.6%  14.9% 
Source: Annual Budget Statements 
 
There  is  some  doubt  over  the  accuracy  of  the  2006  figure.  While  the  total  allocation  to 
health,  in  nominal  terms,  increased  by  33.4%  from  2007  to  2008,  the  proportional MTEF 
allocation  to health only  slightly  increased by 2.1%  in  the  same period, which  results  in  a 
neutral  outcome  of  this  indicator.  By  contrast  real  health  revenues  (after  adjusting  for 
inflation)  as  reflected  in  the  Financial  Statement  levelled  off  in  2006  and  2007  and  have 












changing,  and  the  method/ease  of  access  to  those  sources  is  also  changing.  In  terms  of 
sources,  financing  is  characterised  by  a  levelling  off  of  the  share  of  GoG  funding  even  in 







A  number  of  these  sources  deserve  special  comment.  First,  the  IGF  funds  comprise  two 






























CEPS Collection    125.60    150.40   19.7      178.60   18.8 
VATS Collection    74.41       87.94   18.2      104.42   18.7 
SSNIT Collection      35.42      38.26   8.0       41.32   8.0 
 Total    235.43     276.60   17.5      324.34   17.3 
 





not  points  to  either  capacity  constraints  within  the MoH,  or  possibly  a  concern  amongst 
some stakeholders that such an HFS might have only a limited effect. If it is a capacity issue, 
MoH may have time to monitor an agreed and established HFS, although not to develop it. 








The  table  below  presents  a  budget  summary  using  provisional  data  from  the  Draft  2008 
Financial Statements and allocating against the approved budget from the Annual Estimates. 
For  the  purposes  of  this  exposition,  MOH  Programmes  of  GHC72,587,797  have  been 
included  in  their  entirety  under  Donor  Item  3,  although  a  number  are  from  off‐budget 






  Estimates Expenditure Variance 
  GHC GHC GHC % 
Government of Ghana     
   01 Personal Emoluments  239,310,886  266,737,401  (27,426,515) 
       
(11.46) 
   02 Administration Expenses 
     
10,904,145  
       
8,014,250  
      
2,889,895  
        
26.50  
   03 Service Expenses 
     
10,038,900  
       
8,446,737  
      
1,592,163  
        
15.86  
   04 Investment Expenses 
       
8,263,104  
       
2,611,191  
      
5,651,913  
        
68.40  
  
   
268,517,035  
    
285,809,579  
   
(17,292,544) 
         
(6.44) 
IGF      
   01 Personal Emoluments                   -    
       
9,300,484  
     
(9,300,484)  !  
   02 Administration Expenses 
         
475,329  
      
36,882,598  




   03 Service Expenses 
   
113,049,100  
      
80,344,219  
    
32,704,881  
        
28.93  
   04 Investment Expenses 
       
1,546,169  
       
5,742,752  
     
(4,196,583) 
     
(271.42) 
  
   
115,070,598  
    
132,270,053  
   
(17,199,455) 
       
(14.95) 
Donor       
   01 Personal Emoluments     
   02 Administration Expenses 
         
500,000  
          
668,654  
        
(168,654) 
       
(33.73) 
   03 Service Expenses 
     
39,700,000  
    
108,816,649  
   
(69,116,649) 
     
(174.10) 
   04 Investment Expenses 
     
86,531,219  
      
31,933,976  
    
54,597,243  
        
63.10  
  
   
126,731,219  
    
141,419,279  
   
(14,688,060) 
       
(11.59) 





  Estimates Expenditure Variance 
  GHC GHC GHC % 
HIPC  
       
6,485,000  
          
667,208  
      
5,817,792  
        
89.71  
NHIS Grants                   -    
      
42,391,756  
   
(42,391,756)  !  




   
516,803,852  
    
602,557,875  
   
(85,754,023) 
       
(16.59) 
NHIS Memorandum 
   
235,429,513     
      
  
   









GH¢ m  %  GH¢ m  %  GH¢ m  % 
Item 1 ‐ PE  235.22  47  264.81  47  275.87  46 
Item 2 ‐ Administration  27.42  5  53.64  10  45.56  7 
Item 3 ‐ Services  130.00  26  159.17  28  227.78  38 
Item 4 ‐ Investment  109.46  22  86.07  15  53.35  9 
































First, within MoH  financial  and budgetary management  is  shared between PPME’s Budget 
Unit  and  the  Finance  Division.  Arguably,  the  accounting  staff  in  the  FD  have  greater 
opportunities  for  professional  development  than  their  counterparts  in  the  Budget  Unit. 
Second, there is the question of numbers: it is generally considered that there are sufficient 
staff  to  maintain  the  present  system,  but  when  major  reforms  or  programmes  of 
computerisation are planned (as is currently the case) additional support is required; third, 
skills may be sufficient to maintain existing systems, but continuous training  is  required to 




programmes  or  institutional  learning;  there  are  particular  reports  that many  sub‐districts 


















Regional  Financial Monitors  are  engaged  by  GHS  and  attached  to  all  health  regions  with 
responsibility to support financial systems at the sub‐national level; to monitor and validate 
the  financial  information  produced;  and  to  enter  it  into  ACCPAC  for  routine  financial 
reporting.  They  are  a major  source  of  capacity  development  at  the  sub‐national  level  but 
they report that their own effectiveness is limited because: 
‐ they do not have portable laptops 















in  this  document,  this  review  recommends  that  a  plan  of  action  is  drawn  up  for  the 
development  of  financial  management  in  the  health  sector.  It  is  proposed  that  an  early 
event  in  this  plan  should  be  a  one‐day  session  on  capacity  strengthening  with  a  focused 
agenda  and  high  representation  from  the  sub‐national  level,  to  include  not  only  finance 




The  official  budget  of  the  Ministry  of  Health  and  its  agencies  is  line‐item  based  and 
organised by agency and administrative unit. Accordingly, there is a fundamental disjuncture 
with the Programme of Work (POW), which by its nature is required to be programme and 
activity‐based. Moreover,  the POW  is used  in practice as a  tool  to  secure an ex‐ante  ring‐
fencing  of  priority  expenditures  in  the  health  sector,  and  therefore  identifies  budgets  for 
particular activities which are not  separately  shown  in  the official budget document. Over 




reconciled, but  the  similarities  are not  immediately  apparent  and  the differences  serve  to 
confuse.  
 
The  variation  between  the  two  documents  causes  real  difficulties  in  addition  to  being  a 
source of confusion for those who seek to understand the financing of the health sector. A 
particular  difficulty  arises  because  the  central  financial  reporting  document  of  the  health 





The  major  difference  is  the  addition  of  ring  fencing  for  project  lines  and  the  off‐budget 
“Earmarked Funds” of almost 93 million.  
 
The  Financial  Statement  seeks  to  monitor  the  budget,  and  to  an  extent  succeeds.  It  is 
prepared by the Reporting Unit of the Finance Division using reports from all agencies of the 
health  sector  with  the  exception  of  Central  Medical  Stores.  It  is  the  only  statement  of 
consolidated actual expenditures as opposed  to  recording of budgetary data,  receipts and 
















GoG  PE       239.31            239.31    *  
   Administration        10.90             10.90    *  
   Service        10.04             10.04    *  
   Investment          8.26               8.26     
          268.51            268.51     
IGF  PE             
   Administration          0.47               0.47     
   Service       113.05            113.05     
   Investment          1.55               1.55     








   Investment                 3.25     
                    6.50     
NHIS  PE 






   Service              174.96     
   Investment               34.95     
                 235.42     
Donor/SBS  Administration          0.50               0.50    *  
   Service        39.70             40.16    *  
   Investment        86.53             86.07    *  
          126.73            126.73     
Earmarked Funds  Service               51.22    *  
   Investment               41.70    *  
                  92.92     
                
Total         752.23            845.15     




The monitoring  of  GOG  and  Donor  Funds  is  complete  at  the  level  of  the  official  budget. 
However, in monitoring the IGF budget, the Financial Statement revises the budget to actual 
spending,  which  is  unhelpful  since  it  produces  no  variance.  It  should  retain  the  original 
budget figure so that the overall budget is easily compared with the official budget and the 
POW. The Financial Statement does not present any budget comparison for HIPC, the NHIS 






























on  timeliness of  financial  reports  submitted by agencies  for  the quarters of September 30 
and December 31 of 2008. Out of 35  financial  reports due, 21 September quarter  reports 
were  received within 30 days of  the quarter end and a  further 3 were  received within 60 
days of the quarter end. 11 reports took more than 60 days before submission. There was a 
similar picture in December with 20 report is being submitted within 30 days, a further three 
with  in  60  days  and  12  reports  taking  longer  than  60  days.  In  both  quarters MoH HQ,  all 
hospitals  and  most  regions  submitted  within  30  days.  The  Financial  Statement  itself  is 





financial monitors  supporting  the districts  in preparation of  financial  statements,  and GHS 
HQ provides further support.  
 
A  major  difficulty  in  financial  reporting  results  from  the  state  of  computerisation  of 
budgeting and accounting  in  the health  sector.  There are  two  strands  to  this.  First,  in  the 
absence of any co‐ordinated strategy for the introduction of Information Technology, there 
is  a plethora of  diverse  systems  in operation.  These  systems have been  recounted above. 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There are several  consequences of  such an uncoordinated approach  including:  inadequate 
support for all systems resulting in system failure, and prolonged periods of parallel running 
requiring  duplication  of  effort  and  aggravating  capacity  constraints;  difficulty  of  providing 
coordinated  training;  and  difficulties  in  securing  an  adequate  interface  of  the  different 
systems  in  operation.  All  of  these  systems  have  sprung  up  as  a  result  of  the  accounting 
vacuum  created  by  delays  in  the  introduction  of  a  full  service  from  BPEMS,  and  it  is  not 
realistic  to  expect  that  BPEMS  will  provide  a  suitable  platform  for  at  least  2  to  3  years. 








superior  and  less  susceptible  to  error  and  fraud.  The  early  introduction  of  standard 
accounting software will eliminate this risk.  
 
Lack  of  coordination  between  the  PPME  Budget  Unit  and  the  Finance  Division  also 
contributes to inefficiencies in reporting. This is evident from the discussion above about the 





and  generates  its  own  separate  data  for  the  Business  Meeting  based  upon  receipts  and 
known  releases.  This  seems  to  be  an  unnecessary  duplication  which  could  be  avoided 
through  discussion  and  collaboration.  It  is  not  clear  to  the  review  team  whether  this 
information  is  reconciled with  spending  information or with  the Financial  Statement more 
generally. The Finance Division is a service division and must ensure not only that its product 
is accurate and technically sound, but also that it meets the needs of PPME in content and 
timeliness.  In so far as  it does not do this,  it contributes to duplications  in reporting15.  It  is 
proposed  that  improved  coordination  should  be  established  through  the  existing  PFM 
Working Group which includes representatives Unit heads from Finance Division, key PPME 
Budget  Unit  personnel  and  possibly  representatives  from  GHS  Budget  and  Finance. 
Alternatively the tasks could be carried out through a mandated MoH PFM sub‐group. The 
PFM Working Group  itself  should have  clear  Terms of  Reference  and  should be  tasked  to 











There  are  reported  to  be  similar  coordination  failures  between  MoH  Finance  and  GHS 
Finance.  Again, the PFM Working Group should be tasked with discussing key areas such as 
















Funds % Total % 
Budget Support-Denmark              10.80  
   
26.69  
               
3.53  
       
9.19  
             
14.33      18.17  
Budget Support-DFID                0.42  
     
1.04  
                   
-              -    
               
0.42       0.53  
Global Fund          -    
              
29.58  
     
77.04  
             
29.58      37.51  
The United Nations Children's Fund                    -            -    
               
0.52  
       
1.35  
               
0.52       0.66  
ADB          -    
               
0.07  
       
0.18  
               
0.07       0.09  
The World Health Organisation                   -            -    
               
0.02  
       
0.05  
               
0.02       0.03  
UNFPA                0.50  
     
1.24  
               
0.47  
       
1.22  
               
0.97       1.23  
IDA (Nutrition & Malaria)                0.66  
     
1.63  
               
4.21  
     
10.97  
               
4.87       6.17  
Budget Support-Netherland              27.66  
   
68.34             -    
             
27.66      35.07  
Nordic Fund                0.42  
     
1.04             -    
               
0.42       0.53  
Interest                0.01  
     
0.02             -    
               
0.01       0.01  
           
               40.47  
  
100.00  
              
38.40  
   
100.00  
             
78.87    100.00  
         
Percent of total  51.3  48.7  100.0   
  







monitored  by  the  Health  PFM  Group.  This  plan  to  include  as  a  minimum:    (1) 
Strengthening FD/PPBU coordination at HQ and  inter‐agency coordination  in health 
sector  finance  (2) Procedure  for harmonising Estimates, POW Budget and Financial 
Statement  into  a  unified  budgeting  and  reporting  system  (2)  Streamlining 










• Create  better  links  between  PPBU  and  Finance,  including  a  monthly  meeting  of  a 
budget  working  group  to  monitor  key  aspects  of  the  PFM  plan  including 
synchronisation of the harmonising Estimates, POW Budget and Financial Statement 
• Resource  allocation  processes  can  be  strengthened  by  ensuring  regular  quarterly 




















which  is the delay  in settlement of claims at facility  level. This  issue  is discussed first, then 








As  of  the  end  of  2008,  GHc  49 million was  owing  by  to  health  facilities,  according  to  the 





of  a  chain  of  factors,  of  varying  importance,  reaching  from  the  top  to  the  bottom  of  the 
system. These are summarised in Figure 10.  
 
It  is not easy  to quantify where  the greatest blockage  lies –  these vary by area and  some 
have recently been reduced. For example, speed of processing by providers  is said to have 
increased  now,  so  that  the  average  gap  from  treatment  to  submission  of  claims  is  four 
weeks. Re‐organisation to enter claims daily (rather than waiting until the end of the month) 



















the SSNIT to the NHIF, and also delays  in  transfers. Similarly,  it  found big delays  in MoFEP 
transfers  to  the  NHIF,  as  well  as  inconsistencies  in  onward  payments  from  the  NHIA  to 















In  June  2008  a  new  tariff  structure was  introduced  by  the NHIA,  based  on  a DRG  system 
(paying per episode of care, according to disease groups, but also differentiated by level of 
care and sector). Although  financial data has not been available  from the NHIA  to analyse 


















In  addition  to  the  factors  discussed  in  the  previous  section,  which  are  causing  increased 
financial strain on the NHIS as a whole, there is the contribution of increased membership. 












income from premia,  in the NHIS, the  income is  largely de‐coupled, 90‐95%16 coming from 






















































































The  growth  in members was  accelerated  in  2008  by  the  addition  of  all  pregnant women, 
who  from July 2008 were entitled  to  free membership of  the NHIS and all maternity care. 
Enrolment response has been substantial (433,000 by year end). The MoH transferred GHc 
















expected norm),  it  is  also  something  to monitor  carefully,  in  terms of  the  implications  for 
cash  flows  and,  ultimately,  sustainability.  Increased  utilisation  of  curative  care  is  not  self‐
evidently positive and care patterns can be distorted by provider interests and also unequal 






with  growth  in  NHIS  membership,  indicating  that  the  NHIS  has  indeed  increased  service 
use21.  According to an ILO paper of 2006, utilisation for the insured was then at around 0.9 
OPD  per  capita  –  almost  twice  the  non‐insured  (then  at  0.49  visits  per  capita).  It  is 

















The  poor  gate‐keeping  in  the  health  system  –  discussed  above  but  also  reflected  in  the 








services  reimbursed  by  the  NHIS,  according  to  a  recent  report  (Banking  on  Health  2008). 
Given that the tariff for private providers  is higher (and consumers  in urban areas have no 
price disincentive to visiting them), this may be another driver of increased spending, which 










to  control  costs)  are  quite  complex  for  providers  to  follow.  For  example,  emergency 
readmission is not chargeable as a new episode if it is to the same provider, and is within 14 
days of discharge,  and  the original  admission was  less  than 1.5  times  the average  LOS  for 








One person  involved  in discussions at community  level thought that around 40% of clients 
might have paid something. This is a pure guesstimate, but if right, is worryingly high. One of 
the  factors  is  the  increased workload  for  staff  –  they  have  experienced  a  growth  in work 
without  any  compensation  (except  for  midwives,  who  do  get  some  small  allowance  per 
















The  financial  impact of  the NHIS on providers  in 2008  is  complex  to assess. On one hand, 
price and activity levels increased, all of which increase revenue and lower unit costs. On the 

















This  indicates both poor budget planning, on  the part of  the NHIA, as well as  the growing 
gap between subsidy to schemes and the costs which they face. Although schemes can apply 
for  ‘re‐assurance’,  many may  be  reluctant  to  do  so,  partly  because  of  the  administrative 
hurdles involved, but also because of the presumed taint of ‘mismanaging’ the funds. 
 
The  DMHIS  are  heavily  dependent  on  the  subsidies  they  receive  from  the  NHIA,  which 
provides some 80‐90% of their revenue. There are some who believe that the subsidy was 
deliberately set too low in order to undermine district schemes and so hasten centralisation. 
The  original  setting  of  the  subsidy  amount  per  member  (which  has  since  been  adjusted 





One  symptom of  the  cash  short‐fall  is  the  fact  that most  schemes which used  to up‐front 
payments of 40% or so of claims to providers (while claims were checked) have stopped the 






The  information provided on  claims,  nationally,  suggests  a more  reassuring  picture  (Table 
13), with an average annual expenditure per member of GHc 12.4 (within the subsidy for the 
year of GHc 14). Presumably, this relatively low figure is explained by the low level of claims 































From  the  provider  side,  there  is  also  concern  about  the  top‐down  way  in  which  the 
programme  is  being  implemented,  with  terminals  being  put  in  inappropriate  places  in 
facilities,  without  consultation  or  any  discussion  of  how  they  are  to  be  set  up,  used  and 
maintained.  According  to  key  informants  80‐85%  of  systems  installed  in  facilities  are  not 










In  addition  to  the  new  ICT  system,  delays  were  reported  in  getting  the  new  NHIS 









presented  amendments  to  LI  1809  to  Cabinet  in  2008.  The  objective  is  to  remove  the 





as  regulator, not  fund manager, as at present, where  it  combines both  roles) would mesh 
well with broader decentralisation, if the present government decides to pursue that goal. 
 
This  is a political  issue, which calls for an  inclusive debate,  involving all stakeholder groups 
and considering all of the available information and options. The discussion should address 
the fundamental issues outlined in this section. It should also aim to increase transparency 
and  communication  between  the  main  players.  The  current  lack  of  information  (also 

























 Poor gate‐keeping  in the health system (patients able to present at higher  facilities 






These  have  been  highlighted  by  previous  annual  review  reports  and  by  ILO  actuarial 








The  NPC  government  has  committed  itself  to  a  ‘one‐time  premium’  for  members  of  the 
NHIS. This  is currently under study within the NHIA,  to assess  its  longer  term  implications. 
On one level (financial), the implications are relatively modest, given that premia currently 
only  contribute  some  10%  of  the  overall  NHIS  revenue,  and  generate  collection  costs. 
However, in terms of perception, the switch to a one‐time payment is likely to alter the view 
of  the  NHIS  as  an  insurance  approach.  It  would  then  be  seen  as  a  tax‐based  system  for 







In order  to assess  the overall  impact of  the NHIS,  there  should be a  clear monitoring and 





providing  more  detail  on  case‐mix,  treatments,  trends  in  costs  etc.  However,  a  broader 
approach is desirable. A starting point for developing the indicators could be earlier reports, 
such as the framework paper produced in 2004 (Ghana Health Service & PHRplus 2004). The 





There has been  little  research  to date on  the  impact of  the NHIS  in  relation  to household 
care seeking and expenditures, particularly as the NHIS has increased in scale. However, one 
study has compared baseline data  in  two districts, before  the NHIS  (in 2004) and after  (in 
2007)  (Sulzbach  2008).  Its  findings  suggest  that  there  has  been  an  increase  in  access  to 
formal  care amongst members,  as well  as  a  significant decrease  in expenditure. However, 
there was no difference in use of maternal care (ANC, deliveries or caesareans) between the 















1‐3  for  all  except  pregnant  women),  which  together  are  sufficient  to  deter many  on  low 
incomes. In addition, there are many living remotely who do not have easy access to health 
facilities  and  therefore  may  not  perceive  the  benefits  of  membership.    Analysis  of  data 





In  addition,  in  the  new  insurance‐financed  system, money  follows  infrastructure  –  as  the 
regional  director  for  Greater  Accra  puts  it  in  her  annual  report  for  2007,  a  hospital  with 
laboratory  will  tend  to  generate  more  income  than  a  health  centre  without.    There  will 
therefore  be  a  tendency  (as  with  IGF  previously)  for  higher  facilities  to  capture 
reimbursements  disproportionately,  and  similarly  with  areas  (districts  or  regions)  which 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same  commission,  whether  they  recruit  paying  or  exempt  members),  the  definition  of 
‘indigent’  in  the  2003  Act  is  very  restrictive.  Many  district  schemes  have  now  asked 
community groups to identify the poorest for enrolment, but it is not clear how effective this 
strategy has been. Overall,  2% of  the population was  registered as  indigent  at  the end of 
2008 (compared to an estimated 28% living under the poverty line, according to 2006 GLSS 




GHS  has  also  done  some  useful  analytical  work  in  2008  looking  at  the  cost  and  leakage 
associated with different targeting approaches.    In some regions, NGOs are also paying for 








































addition,  the  current  regional  membership  patterns  (with  high  membership  levels  in  the 
north,  less  so  in areas  such as Greater Accra)  suggest  that  the  rich  in urban areas may be 


















have  credible  sanctions,  which  may  be  problematic,  especially  for  public  sector  facilities. 










overall  resource  envelope  in  the  first  half  of  the  decade,  the  NHIS  is  now  estimated  to 
contribute 41% of the overall revenue (according to the MTEF for 2009).   
 









Instead  of merely  covering  the  recurrent  non‐salary  costs  of  services,  it  is  now  gradually 
expanding to take on other functions. In the guidelines for the 2009 budget, item 3 and item 
2 are either reduced or cut for facilities which generate income, and hospitals are directed to 
set  aside  10%  of  IGF  revenue  for  replacement  of  equipment  and  minor  rehabilitation  of 
infrastructure. IGF revenues are also used to pay staff. The overall need to control growth in 









The  trend  towards  funding  the  full  cost of  curative care  from the NHIS poses a  risk,  if  the 
management of the NHIF is not fully transparent and sustainably managed. Early surpluses 




A  separate  concern  is  the  balance  between  preventive  and  curative  services.  At  present, 
those  facilities  generating  revenue  from  the  NHIS  are  becoming  increasingly  financially 
independent,  while  funds  for  public  health  activities,  while  not  falling,  are  stagnant.  This 
changes the power balance between hospitals, in particular, and health managers at district, 








Another  area  of  concern  is  that  the  current  payment  system  risks  creating  ‘perverse 
incentives’  to  provide  more  curative  and  less  preventive  health  care.  In  other  countries, 











































 The  agenda  should  also  include  a  discussion  of  how  working  relations  can  be 

























Need  also  to  allow  for  drugs  which  are  distributed  free  by  vertical  programmes, 
improved efficiency in purchasing pharmaceuticals 




 Should  the  DRG  tariff  be  set  by  type  of  care  rather  than  level?  Currently  it  is 
structured to pay higher amounts to higher levels, even though they may have lower 
unit  costs  because  of  high  throughput.  This  encourages  an  upward  movement  of 
simple cases 
 In  the  longer  term,  a  switch  to  capitation‐based    payment  systems  provides more 
incentives  to  reduce  costs  and  is  generally  a  simpler  reimbursement  system  to 
operate 
 The  NHIA  should  review  its  benefits  to  cover  defined  essential  care  packages  at 
different  levels,  in  coordination with  the MoH.  In  other words,  tertiary  institutions 
should not be paid to carry out primary care, and primary care facilities should not be 




 FP  should  either  be  added  to  the NHIS  package  or  should  be  provided  free  at  the 
point of use for households through central funding – this is a cost saving measure! 





 The  accreditation  programme  which  is  starting  up  is  to  be  welcomed,  but  some 
issues need to be resolved,  including the question of who  invests  in facilities which 
are  failing  to  meet  standards,  and  how  sanctions  and  rewards  can  realistically  be 
applied  in  the  public  sector  (especially  in  areas  with  very  limited  competition 
between facilities) 
 The  best  institutional  home  for  the  accreditation  agency  should  also  be  reviewed. 
Should  it  be  the  NHIA,  or  an  independent  body,  such  as  one  of  the  professional 
regulatory bodies? 





 The  stakeholders  should  identify  key  indicators  to  be  tracked,  by  the  NHIS  and 
providers,  and  operationalise  them  consistently,  so  that  this  great  national 
experiment can be properly monitored and adjusted 
 Within the NHIA, there is a need to develop operational research capacity  
 The  use  of  the  category  of  ‘registrants’  is  muddying  the  waters  –  it  should  be 













The  review process as a whole  takes up  the  first  four months of each year and  involves a 
considerable expenditure of energy on the part of many players, not  least the MoH PPME. 




review  (particularly  the  external  review  component).  Historically,  the  independent  review 
grew  out  of  the  SWAp  process,  and  enabled  pooled  funding  donors  and  government  to 
jointly  assess  performance  and make  adjustments.  The  primary  audience was  the  core  of 
SWAp donors, who engaged  in  intense debate with Ministry  and other partners  and used 
the independent review as an accountability device. 
 
In  the  post‐SWAp  world  of  Ghana  and  in  the  context  of  the  Paris  Declaration,  this 
relationship no longer appears appropriate. The sector as a whole needs to take ownership 




the review process. Given the  low uptake of  recommendations  from previous reviews and 
indeed from the Aide Memoires, a more low‐key approach would seem justified. 
 
There  are  a  number  of  options  to  be  considered  here.  These  are  given  as  a  menu  for 




One of  the  reasons why  conducting  the external  review  takes  three weeks  and  seemingly 
intense  external  inputs  is  that  routine  data  sources  are  not maintained  and  collated.  It  is 
hoped that with the strengthening of the DHIMS this will become easier (and more inclusive 
–  as  mentioned  above,  the  inclusion  of  data  from  the  private  sector  and  NGOs  is  very 







At  present,  there  is  a  long  process  of  BMC  performance  review,  rising  from  district  to 





meetings  jointly  with  planning  meetings  later  in  the  year  (June‐July),  looking  back  and 






using  various  criteria  for  harmonisation  and  alignment.  Having  observed  the  process  and 
read  the  draft  report,  it  seems  that  there  were  a  number  of major  flaws,  including  non‐
comprehension  of  questions,  a  high  non‐response  level,  a  highly  biased  sample  of 
respondents, and a failure to respond in depth to many of the questions. One system which 
might work better would be  to agree on benchmarks  (which would have  to be  tailored  to 
the type of donor and their organisational constraints), and then conduct peer assessment 





core  indicators each year,  and  submit  these, with discussion of overall  trends and current 
issues, to the Health Summit for discussion. This could be supplemented by more in‐depth 



















Governance  was  not  a  priority  area  identified  for  the  team  in  the  TORs.  However,  in 
addressing some of the topics of the report, including the existence of a number of parallel 
and  competing  structures,  the  Review  Team  should  focus  on  the  role  of  governance.  The 









framework  for  the health sector  in Ghana,  to  improve  interagency cooperation and clarify 
roles and functions. This was a focus of the annual review of 2006, and has since been the 




One  very  positive  development  of  2008  has  been  the  revitalisation  of  the  Inter‐Agency 
Leadership Committee, which  is creating more unity  in the sector, with high‐level strategic 
issues  tabled  for  joint decision‐making and mutual accountability  for  implementation. This 
more  ‘informal’  approach  to harmonisation may  indeed produce many of  the gains which 
legislative  reform  was  intended  to  achieve,  if  mutual  accountability  within  the  group  is 




At  present  there  is  a  sense  of  drift  in  relations,  according  to  key  informants,  with 
Development  Partners  and  governments  following  their  own  tracks  without  a  common 
framework. While the formal CMAIII may no longer be appropriate, there is now more than 
ever  a  need  for  an  agreement  on  how  to  cooperate  in  such  a  manner  as  can  maximise 
benefits for Ghana.  
 
A  ‘Terms  of  reference:  Health  HIV  and  AIDS  Sector  Group’  document  provides  the  only 
framework at present. However, as noted in a recent report by the IHP+ (July 2008), while it 
may provide a basis for sector dialogue, it ‘fails to provide an effective guide for promoting 
harmonisation  and  alignment  of  partner  financing,  programme  implementation  and 
management,  accounting  and  reporting  systems  with  that  of  government.  …  It  does  not 







and working with  government  systems.  This  should be  exploited  and  should  link with  the 
district  planning  approach  outlined  below.  The  measures  described  above  (in  PFM)  to 
improve  financial  planning,  management  and  reporting  should  also  increase  donor 











At  the  heart  of  the  integration  process,  which  should  move  the  health  system  from 




level ‐ It  involves all  relevant stakeholders: GHS and other agencies operating at district  level, 
District Assembly, CHAG, NGOs and interested private providers ‐ It  follows  a  bottom‐up  procedure  whereby  community  representatives,  facility 
representatives and sub‐districts contribute to priority setting and planning. 
 
The management is comprehensive because:  ‐ Stakeholders  are  transparent  towards  each  other  in  their  capacities,  resources  and 








• Package of Essential Health Services, describing  four  levels of  services:  community, 
CHPS,  health  centre,  hospital.  The  package  is  based  on  national  policies  and 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strategies, as defined by programmes,  re‐aligned  in service packages, crossing  lines 
of vertical programmes (as intended in HIRD) 
• Planning  guidelines  are  issued  annually  by  the  MoH  and  include  guidance  on  the 
planning  process.  The  guidelines  can  be  developed  on  the  basis  of  the  10‐step 
guideline  for  the  HIRD  planning.  The  planning  guidelines  should  include  a  few 
absolute priorities on which districts  cannot miss out.  The planning  guidelines  also 
provide  the  format  for  the  plan,  and  a  few  priority  indicators  that  should  be 
monitored. 
• Budgets:  to  the  extent  possible  the  national  level  provides  estimates  budgets  for 
relevant  items.   National or  international NGOs can declare their  intended support, 













• The  Regional  Health  Offices,  together  with  NGOs  or  agencies  which  operate  at  a 
regional  level  produce  a  support  plan,  which  summarises  the  main  points  of  the 
district  plans  and  describes  how  the  regional  level  can  support,  facilitate  and 
supervise the districts 



















hospital  doubling  as  district  hospital),  the  institutions  participate  in  the  district  planning. 
Where  the  agencies  or  institutions  under  an  agency  have  clearly  defined  functions,  not 
related to district functions, they make their own plan. Regional institutions produce plans, 









































• Essential  is  the  quarterly  stakeholders’  meeting,  in  which  all  contributors  to  district 




The  District  Mutual  Health  Insurance  Systems  may  join  in  the  discussion  n  the  quarterly 
meeting  to discuss  their  contribution  to  the health system, discuss  issues of accreditation, 
payment systems, etc. 
 
Community  participation  can  be  enhanced,  first  of  all  through  the  participation  of  the 






























• Lack  of  capacities  at  district  level.  It  is  possible  that  there  are  not  sufficient  local 













































3. Performance  management  initiatives  are  moving  towards  a  system  of  recognising 
achievement and penalising failure, at all levels of the system 
4. There  is  also  a  shift  towards  decentralising  some  core  functions,  such  as  HR 
management,  and  this  could  be  taken  further  to  provide  greater  financial  autonomy 
within an output‐based budgeting system 
5. There  has  been  progress  in  areas  like  planning  towards  simple  and  integrated 


































































































































































































































































An  initial  assessment,  in  regards  to  realization  of  milestones  and  trend  of  indicators,  is 
conducted  as  part  of  the  annual  independent  health  sector  review  process,  following  a 
predefined  methodology.  This  assessment  will  be  presented  at  the  April  Health  Summit 
where overall performance of the sector will be discussed, taking into consideration factors 
which  may  have  influenced  performance.  The  assessment  will  be  negotiated  and  agreed 
upon by Ministry of Health  and  its Development Partners during  the  subsequent Business 
Meeting,  informed  by  discussions  at  the  Health  Summit.  The  outcome,  regarded  as  the 
Holistic  Assessment  of  performance  in  the  Health  Sector, will  serve  as  an  input  into  the 
Performance Assessment Framework (PAF) of the Multi Donor Budget Support (MDBS). The 
process is expected to facilitate establishment of consensus on the sector performance. Such 






















Second,  the  indicators  and milestones  are  grouped  into Goals  and  Strategic Objectives  as 
defined  in  the  Programme  of  Work  and  the  sum  of  indicator  and  milestone  values  are 
calculated. Goals and Strategic Objectives with a positive score are assigned a value of +1, ‐1 
if the total score is negative and 0 if the total score is 0.  









































  2006  2007  2008 
CR  54.3%  ‐  ‐ 
WR  26.5%  ‐  ‐ 
BAR  ‐  45.9%   51.1% 
NR  ‐  21.4%  26.0% 

























  AR  WR  NR  BAR  CR  VR  UER  ER  UWR  GAR  Ghana 
Indiv. 
per 1 
nurse  1,932  1,775  1,770  1,767  1,312  1,138  1,126  1,111  1,042  952  1,353 
Indiv. 
per 1 




















  2006  2007  2008 
GAR  N/A  N/A  1:952 
AR  N/A  1:1,429  1:1,932 
UWR  N/A  1:3,225  (1:1,1042) 

















  NR  WR  CR  AS  VR  UWR  UER  ER  GAR  BA  Ghana 
Supervised 


























































  NR  GAR  CR  UWR  VR  AR  WR  ER  UER  BA  Ghana 






























































































  2006†  2007  2008 
MTEF allocation – Health  478,654,800  563,756,400  752,233,368 
MTEF allocation – Total  2,948,398,300  3,869,832,200  5,059,868,063 














Source  Revised budget  Disbursed  Execution 
GOG  10,039  9,497  95% 
SBS  39,526  39,526  100% 

















HIPC  3,243  1,556  48% 


































  2006  2007  2008 
Active Members  3,955,203  8,291,666  10,417,886 
Population  22,303,947  22,933,235  23,582,502 






























































card  holders  to  the  NHIA,  and  this  year’s  assessment  relies  therefore  on  the  reported 
registrants  rather  than  card  holders.  It  is  recommended  to  change  the  definition  of  this 
indicator to reflect availability of data. 
Family  Planning  (Contraceptive  Prevalence  Rate).  The  indicator  for  Family  Planning 





Antenatal  Care  Coverage:  The  definition  of  the  ANC  indicator  in  the  5YPOW  implies  an 
assessment  of  women who  have  4  or more  ANC  visits  during  pregnancy.  Previous  sector 
reviews, including the 2007 review, reported the proportion of pregnant women registered 
for  ANC,  i.e.  attending  only  1  or  more  ANC  visits.  It  is  recommended  that  next  year’s 
assessment  will  be  based  on  the  original  definition  of  this  indicator,  i.e.  proportion  of 
women having 4 or more ANC visits. 
Institutional  MMR:  The  MCH  calculation  of  institutional  MMR  for  2008  included  TBA 
deliveries,  representing  24%  of  all  recorded  deliveries,  in  the  denominator.  It  is  not  clear 
whether the numerator, i.e. total number of maternal deaths, also includes death recorded 
by TBAs outside  facilities, and  it  is unclear whether  the  indicator  for  institutional maternal 
mortality  previously  has  included  TBA  deliveries  in  the  denominator.  Inclusion  of  TBA 
deliveries  in  the  denominator  has  a  risk  of  deflating  the  institutional  MMR  figure  and 
reducing the usefulness and consistency of this indicator. The dataset provided by MCH does 
not  allow  for  calculation of  a  strict  institutional MMR because neither  the  number  of  live 






of‐year, mid‐year or end‐of‐year population  figure  is used. The GHS  to USD exchange  rate 
should also be specified  (source, beginning‐of‐year, mid‐year or end‐of‐year). This  figure  is 
based on the Financial Statement, which currently excludes some NHIA expenditures which 
are not reported to the MoH. 
Budget execution rate of  Item 3: There  is no specified target  for budget execution rate of 
item 3. It is recommended to define a target range, e.g. 95%‐110%. Any trend towards that 
range would be regarded as a positive trend. 





In  2008,  the  date  of  submitting  disbursement memo  has  been  used  for  the  analysis.  It  is 
recommended to specify the definition of disbursement. 
%  Population with  valid  NHIS  card:  NHIS  coverage  has  apparently  not  been  adjusted  for 









Despite  efforts  from  the Ministry  of  Health  and  its  agencies,  the  larger  part  of  necessary 
information  for  the  assessment was not  available  at  the beginning of  the  review,  and  the 
much time was spent on information collection and double checking data reliability.  
The  grouping of  indicators  and milestones  creates  some  imbalances  in  relative weights  of 
individual  indicators and milestones. An example is the milestone for Strategic Objective 1, 
which is the only milestone/indicator for this objective and therefore carries the full weight 









limitations  with  respect  to  weighing  of  indicators  and  definition  of  positive  trend,  it  is 








approach  to  broaden  the  base  for  sector  performance  and  MDBS  level.  Compared  to 
previous practise of basing the MDBS evaluation of the health sector on development within 

















































































































































































































































































































































































































































































Broad  and  inclusive  policy  dialogue  (representation  at 
partners meetings) 
 

























Increased  coverage  from  8  million  to  9  million  active 
members (card holders) 























































































































































































Supervision  strengthened  through  increased  visits  to 
training schools and sites  
 






























































Action  Program  (SMTAP)  which  is  approaching  the  end  of  its  three  year  implementation 
period 2006‐2009.  The SMTAP is an umbrella PFM programme which encompasses actions 
in  nine  areas  including  budget  formulation/preparation;  budget  implementation;  aid  and 
debt  management;  payroll  management;  the  financial  regulatory  and  management 
framework, including computerised accounting systems; revenue management; and capacity 
development.  As  SMTAP  ends,  a  fresh  programme  is  likely  to  be  developed  by  the  new 
government.  While there may be shifts of emphasis, the key issues are unlikely to change, 





indicator was unscored  for  lack of data.    Significantly  in  respect of  issues  that arise  in  the 
health sector, the “D” scores at national level include poor budget predictability at the sector 





At  the  sectoral  level,  it  is  recommended  that  a  sectoral  budget  review  committee  be  (re)‐
established to co‐ordinate sectoral policy and review effectiveness of budgets and resource 
use  against  these  policies.  They  would  also  review  and  approve  the  sector’s  MTEF 





focus  of  the  bottom  up  analytical  process  of  linking  budget  resources  to  policies  should 
become more strategic, with the preparation of sector expenditure strategies, which would 
set  out  sectoral  expenditure  policies,  specific  intra‐sectoral  priorities  and  the  associated 
expenditure implications over the medium term, including expenditures from all sources of 
funds and covering all inputs, within the aggregate resource constraints provided by MoFEP.  
The  intra‐sectoral  allocations  could  be  shown  according  to  broad  programmes/objectives, 
for  example,  by  service  level  for  the  education  sector.    For  example,  the  Annual  Sector 
Operational Plans,  such as  those produced by MoESS, provide a useful  start  in  this  regard 
and  could  be  expanded  to  cover  the medium  term  and  include  analyses  of  the  impact  of 









and new policy  objectives may be made)  and  away  from  trade‐offs  in  terms of  line  items 
(e.g. making budget choices between items 1 vs. items 3 and 4).  This would involve a shift in 
thinking  by  MDAs  and  the  ability  to  prioritise  and  address  expenditure  trade‐offs 
between/amongst policy  areas  covering all  sources of  funds  together.    If  desired, detailed 
activity‐based  operational  plans  could  be  prepared  by  MDAs  and,  if  necessary,  used  by 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